Value: Training primary healthcare professionals in alcohol screening and brief psychosocial interventions among problem drug users appears feasible. Along with the educational workshops, the implementation strategies should utilise multi-level interventions to support these activities among GPs.
Alcohol use among problem drug users in primary care. As a pilot study, the PINTA project aims to establish feasibility and acceptability of the intervention to patients and professionals by estimating rates of recruitment, consent and follow up for a definitive randomised controlled evaluation (RCT). The future trial's key outcome measure will be that GPs in the eight intervention practices which receive the complex intervention will have higher proportions of patients who are i) screened, ii) treated and/or iii) referred to a specialist treatment and who are iv) negative for problem alcohol use, than those in the eight control practices which do not receive the complex intervention.
Knowledge of addiction medicine among medical students, residents and doctors is low (O'Brien and Cullen, 2011, Betterton et al., 2004) , but can be improved with 'interactive didactics' (Brown et al., 2013) . A systematic review established the effectiveness of interactive workshops for psychosocial addiction treatments and recommended this method for future studies (Walters et al., 2005) . Randomised trials tested various methods for helping clinicians learn psychosocial interventions, including motivational interviewing and brief alcohol interventions (Miller et al., 2004 , Chossis et al., 2007 . Subsequent studies continue to show feasibility of training clinicians in interventions that should help their patients "make F o r P e e r R e v i e w 3 healthy choices easier" (Baer et al., 2004 , Smith et al., 2007 , Brennan et al., 2013 . None of these studies, however, focussed specifically on alcohol among illicit drug users.
In summary, educational interventions that promote screening / treatment for problem alcohol use have been evaluated and demonstrated as promising tools to help practitioners adopt these new practices. However, disengagement of health care professionals from addiction care has been also attributed to a lack of confidence, motivation or negative attitudes towards alcohol or drug users (Babor and Higgins-Biddle, 2001, Klimas et al., 2012b) . Several studies effectively approached these deficits by utilising innovative approaches to resident skillbuilding. Motivational enhancement therapy was used to increase resident physicians' engagement in addiction education (Hettema et al., 2009) . Proficiency checklists provided instant feedback boosting students' confidence during educational sessions on brief interventions (Cole et al., 2012) . Vocational and training schemes with patients who are homeless and patients with problem drug use helped to shift trainees' attitudes towards working with these populations (Betterton et al., 2004 , Puskar et al., 2012 . This effect seems bidirectional, as another study showed that experiences and attitudes of residents and students influence voluntary service with homeless populations (O'Toole et al., 1999) .
Incorporating recommendations of the cited studies, our educational intervention was focused on improving participants' knowledge, skills and attitudes towards addressing alcohol among problem drug users. The aims of this study were:
i. To develop an educational intervention that enables GPs to deliver brief psychosocial interventions for problem alcohol use among problem drug users, ii. To determine its feasibility, acceptability and usefulness in practice. 
Methodology

Setting/ participants
In Ireland, addiction treatment is currently provided by specialist addiction treatment services and by primary care. Methadone substitution is the most common addiction treatment provided by GPs in primary care; currently 277 GPs prescribe methadone to 3199 patients nationwide (Farrell and Barry, 2010) . To prescribe methadone, GPs are subject to clinical audit and must complete special training, with GPs providing methadone treatment for 15 or more patients subject to more regular audit and advanced training. GPs who prescribe methadone for less than 15 patients are referred to as 'level one' GPs, and those prescribing for 15 or more as 'level two' GPs (Ryder et al., 2009 ).
The study was conducted in two cities in Ireland with high social deprivation areas, Dublin and Limerick. We invited five GP Clinical Teachers, University of Limerick (UL), and three GP Principals at three teaching / research practices, affiliated with UL Graduate Entry Medical School (UL-GEMS), or University College Dublin, to participate.
Fifteen GPs, one practice nurse and one GP trainee took part in the sessions. There were five Level 1 methadone prescribers in our sample and two GPs stated that there were both Level 1 and Level 2 prescribers in their practices. The mean number of GPs in their practices was five (3-9). Ten participants described their practice as providing care to mostly GMS patients (eligibility for Ireland' General Medical Services, which provides free primary care determined on the basis of inability to pay) and two worked in a mixed practice. Seven participants had other healthcare professionals involved in the care of problem drug users in their practice, in two cases specified as a nurse/ nurse psychotherapist. They were from the practices at which the GP clinical teachers or GP principals worked at. (Campbell et al., 2000) , which advocates core phases to the development of health services interventions. The preclinical and theoretical stages of the intervention development established that opioid substitution treatment in primary care should also include interventions that address problem use of alcohol and other illicit drugs. In particular, a national cross sectional study reported 35% of patients attending GPs for methadone treatment also had problem alcohol use (Ryder et al., 2009 ) while findings from a subsequent qualitative study highlighted the need for an educational intervention to address this problem in primary care (Field et al., 2011) .
Description of the educational session as part of the complex PINTA intervention
The subsequent, modelling phase brought about formulation of clinical guidelines, informed by the findings of qualitative interviews, expert opinion through a Delphi-facilitated expert consensus process and a Cochrane Systematic Review (Klimas et al., 2012a) , which are being evaluated in the PINTA feasibility study and the protocol was published elsewhere (Klimas et al., 2013) . Data from this feasibility evaluation will inform design of the final exploratory stage, where effectiveness of the intervention in primary care will be tested by conducting a cluster randomised controlled trial.
The aim of the educational session, described in the current study, was to enable GPs / practice nurses deliver alcohol screening / brief interventions. The key learning outcomes of the educational session were to teach GPs how to screen for and deliver a brief psychosocial intervention around problem alcohol use in problem drug users. A full list of the learning outcomes can be found in Figure 1 . Content of the session was drawn from previous work of the research team, as well as from two recent initiatives conducted among general patient population in UK (Kaner et al., 2013) and US (Muench et al., 2012) .
<insert Figure 1 here>
The four sessions were delivered by one or two of the co-authors of this paper (WC, JK, KL or LM) in a group setting, taking approximately 45 minutes, with an average of four participants in each. Three sessions were practice-based and one was delivered at the medical school. Delivery methods utilised during the sessions included a formal presentation, a video demonstration of how to screen using the AUDIT and deliver a brief intervention, a role play exercise on how to screen using the AUDIT and deliver a brief intervention, a small group discussion and an evaluation / anonymised feedback. A manual for the trainers was developed before delivery of the session in collaboration with a member of the research team (RA) who previously led the national alcohol aware practice service initiative (Anderson et al., 2006) . The sessions were accredited for Continued Medical Education (CME) purposes by the Irish College of General Practitioners.
Session evaluation
Following each session, participants were asked to complete a structured evaluation, which elicited quantitative (practice / practitioner characteristics, self-reported achievement of learning outcomes, usefulness of the session) and qualitative data (acceptability of the session, learning needs and suggested improvements). Perceived knowledge / ability of conducting alcohol screening and brief intervention was measured using a five point likert-type scale (4= strongly agree -0= strongly disagree) where participants were asked to rate their ability/ understanding of 10 learning outcomes of the session (e.g. 'As a result of the session, I am better able to outline the importance of psychosocial interventions in primary care'). The mean knowledge/ ability score was 30.9 (SD= 6.09), the highest rated learning outcome was "Perform screening for problem alcohol use using AUDIT-C / AUDIT instruments" (3.65, SD= 0.49) the lowest was "Assess the person's readiness to change" (3.17, SD= 0.72).
Findings
Evaluation of the educational session
Usefulness of the session was evaluated using a five point likert-type scale (4= strongly agree -0= strongly disagree) where participants were asked to rate the usefulness of five delivery methods utilised during the session (e.g. 'The following were useful in helping me achieve these outcomes -presentation'). The group mean for the usefulness score was 16.4 (SD= 2.35), the most useful delivery method was small-group discussion (3.53, SD= 0.51), the least useful delivery method was simulation/ role-play (2.82, SD= 0.73; NB. Role play was not conducted in two sessions). For a complete list of knowledge and usefulness ratings, see Table 1. <insert Table 1 here> Acceptability of the session to participants was assessed with open-ended questions which asked participants to write what was good (bad) about each of the five delivery methods utilised during the session. The characteristic of the presentation which participants most liked was "clarity and conciseness". They had no negative feedback about presentation.
The characteristic of the video which participants most liked was that it was "good to see a practical, realistic and visual example" and they also appreciated that it was "well played". Some suggested that the next role play is done "with a more relaxed introduction to put patient at ease rather than going straight into questions". The characteristic of the role play which participants most liked was that it represented a "realistic and quick consultation".
Three suggested "use of a different scenario to the video scenario". The participants felt the small-group discussion was very useful because "people had good suggestions", "good conversation and feedback". One commented about the length of such discussion in a real training situation with GPs.
The characteristic of the guideline demonstration which participants most liked was that it was "always handy to check you are doing right thing". Two needed the demonstration to be more specific and more time for this to be allocated.
Finally, trainees were given an opportunity to comment on their educational needs or provide suggestions for improvement of the session. Table 2 summarizes participants' answers to these questions.
<insert Table 2 here>
Would any other educational interventions or activities help participants?
Only six responded to this question, indicating that "more simulation or role play may be helpful" and each should be given "a case example and feedback from others re suggestions for improvement". Other comments about additional educational activities are listed in Table   2 .
Suggestions for improvement of the education session in general
While, four trainees reported that the session "was useful / don't feel any changes are required", one needed "more guidance with guidelines" and one suggested to "repeat this after trial of AUDIT score / brief intervention" (See Table 2 ). 
Discussion
A CME-approved educational workshop to enable GPs screen for or treat problem alcohol use among problem drug users was received favourably. Most useful components of the training were presentation, handout and group discussion with participants appreciating the opportunity to share their ideas with their peers.
Our findings support the literature which highlights the potential of educational workshops, using 'interactive didactics' and videos, as feasible and acceptable means of improving knowledge of addiction medicine among medical doctors and interns (Brown et al., 2013 , Walters et al., 2005 , Muench et al., 2012 . Satisfaction and acceptability of our education by medical professionals was comparable with previous research (Hettema et al., 2009 , Lester et al., 2005 , attesting to the utility of involving GPs and nurses into the development of educational interventions. We've ensured that their views are included via qualitative interviews conducted in the pre-clinical and modelling stages of intervention development (Field et al., 2011) . In this study, some aspects of the educational session were more helpful than has been reported in other literature, i.e. sharing ideas with peers vs. gaining new insights (Lester et al., 2005) . It could be speculated that this was due to the specific focus of our session or a limited availability of addiction education workshops for GPs in Ireland (O'Brien and Cullen, 2011) . Only a handful of GPs in the regions under study have been exposed to training in alcohol awareness (Anderson et al., 2006) and for many GPs in Ireland, talking about their ideas in a group format may be of great value in itself. The 'MRC framework for health service interventions was successfully applied to develop the complex intervention, as in previous studies conducted in primary care (Paul et al., 2007, Lester et and has delivered what it set out to do. On the other hand, the response to the role play was somewhat tepid. Why might this be the case? Possibly, it could take people a little while to warm up to role play in a group, and feel comfortable with it. However, this interpretation should be taken with caution because not all participants were exposed to the role play and only six provided feedback about this component.
The current study is limited in several ways. Our sample was atypical in terms of its composition, size and sampling method which all may have biased the generalisability of our findings. They may not be generalizable to the larger population of GPs involved in methadone treatment. The health care professionals participated voluntarily, were not obliged to take part in the training or utilise the new learning in practice. Everybody in the participating practices was invited to the sessions via a formal letter, but not all clinicians took up the training opportunity and we did not measure practice attendance rates. Therefore, we may have recruited only motivated 'enthusiasts' who felt more confident and competent in addressing alcohol issues with patients. In the absence of a skills assessment before the session, the true impact of the training on participants' knowledge and skills may have remained hidden. Finally, the sessions were led by multiple facilitators which influenced the content and format of sessions to a small degree. Our core focus on application of a validated framework for development of complex interventions (MRC), together with acquisition of both qualitative and quantitative feedback from participants, suggest a compelling potential value of the intervention for evaluation in future feasibility studies and clinical trials.
Conclusion
Training GPs and other primary care professionals in screening, brief intervention and referral to treatment for problem alcohol use among problem drug users is feasible. Along with educational workshops, implementation strategies should utilise multi-level, multifaceted interventions to support these activities among GPs. Further research involving a complex intervention which incorporates these elements is a priority; if feasible, such research could have implications for the role of general practice in the management of alcohol use disorders among problem drug users and other vulnerable groups. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Suggestions for improvement:
• it was useful / don't feel any changes are required (4x)
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